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Anger plays a very important role in our everyday life. It is often
short-lived, moderate in intensity, and, perhaps, even helpful. On the other hand
it could be persistent, sever, and highly disruptive. Deffenbacher states that
overt anger can lead to negative evaluation by others, a negative self-concept,
low self-esteem, interpersonal and family conflict, verbal and physical assault,
property destruction, and occupational maladjustment.’
Suppressed anger can lead to a number of medical conditions including
hypertension, coronary artery disease, and cancer. Side effects of anger has
been known to mankind for a long time. More than 60 years ago, Meltzer
reported that: "Anger has been called the worst propensity of human nature, the
father and mother of craft, cruelty, and intrigue, and the chief enemy of public
happiness and private peace."® Dix concluded that even the common
experience of parenting is constantly associated with anger. He noted that,"...
average parents report high levels of anger with their children, the need to
'J. L. Deffenbacher, Trait Anger; Theory, Findings and Implications. In C.D. Speilblerger & J.N.
Butcher (Eds.), Advances in Personality Assessment (vol. 9, pp. 177-210). (Hillsdale, NJ: Erlbaum, 1992),
181.
’'H. Meltzer. Students Adjustment to Anger. Journal of Social Psychology. (1933), 4, 285-309.
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engage in techniques to control their anger, and fear that they will at some time
lose control and harm their children."^
Anger may or may not lead to aggression. According to Berkowitz,
aggression has to do with motor behavior that has deliberate intent-to-harm, hurt,
or injure another person or object.'* In contrast, Bandura stayed close to the
behavioral perspective, which tries to avoid internal concepts such as intention.
He considered aggression harmful behavior that violates social roles.® Paterson,
and Tedeschi, reports that within closed social environments, such as
classrooms or prisons, "aggressors" may yell, verbally threaten, push, or shove
to build up their self-worth, coerce and control other people, manipulate what
others think of them, or preserve dominance of power in a hierarchy.®
Aggression is best defined as motor behavior with the goal of contact (e.g.,
hitting, pushing, shoving, throwing and object, etc.) and the intent to harm.
This study focuses on the relationship between anger and aggression and
also a treatment method to increase anger management skills in the lives of our
young people. Kassinove has noted that aggressive acts can be either
instrumental or emotional. He defines instrumental aggression as a behavior
that is carried out to earn money or as part of a job (e.g., a professional "hit"
T. Dix. (1991). The Affective Organiztation of Parenting. Psychology Bulletin, 110, 3-25.
*L. Berkowitz. (1993). Agression; Its Causes, Consequences, and Control. New York:
McGraw-Hill.
°A. Bandura. (1973). Aggression: A Social Learning Analysis. Englewood Cliffs, NJ: Prentice-Hall.
®J. T. Tedeshi. (1983). Social Influence Theory and Aggression. In R.G. Green & E. I. Donnerstein
(Eds.), Aggression: Theoretical and Empirical Reviews (vol. 1, pp. 135-162). New York: Academic Press.
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man, a physician who delivers the lethal injection as part of a death penalty on
behalf of the state, or a veterinarian who enthanizes a terminally ill dog) is
instrumental, and can presumably occur without anger/
Feshback defines emotional or hostile aggression as an urge to attack
someone when one feels bad (perhaps angry), even though one may not profit
from it and one may even pay a price for the aggression.® He reports that this
type of aggression may not occur in response to some perceived injustice (e.g.
"you shouldn't have taken my special parking space! Now I am angry and I will
spray paint your car").
Berkowitz further categorized aggression as physical or verbal, and direct
or indirect. He states that physical and direct would be shown when someone
hits another person in reaction to an insult. Physical and indirect would be shown
by placing water and sugar in the gasoline tank or someone who insulted you.
Anger is categorized more as the following because they focus on verbal
behavior. Verbal and direct would be shown when a person yells or screams at
another person who delivered an insult. Verbal and indirect would be to spread
rumors and/or gossip about someone who insulted you.®
^H. Kasinove. (1995). Anger Disorders Definition, Diagnosis and Treatment. Washington, D.C:
Taylor & Francis, 12.
®S. Feshbach. (1964). The Function of Aggression and the Regulation of Aggressive Drive.
Psychological Review, 71,257-272.
®L. Berkowitz. Aggression; Its Causes, Consequences, and Control.
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Now that we have a clear understanding of anger and aggression, what
treatment methods are available to meet the needs of our adolescents. The
intervention used in this study will focus on relaxation techniques. The review of
literature section will discuss the history of relaxation techniques in more detail.
Statement Of The Problem
Anger is a difficult emotion, and in recent years clinical psychologists have
made great strides in helping people manage, understand, and direct it. Modern
anger intervention therapies recognize that the simple ventilation of anger is not
enough to solve problems or to change family conflicts. We have recognized
that anger can be destructive, but it can also be a useful system that can lead to
constructive changes.
Anger involves the mind, the body, and the behavioral habits that people
have acquired over the years in coping with emotions. Successful anger
therapies, attack the mind (teaching the person to identify the perceptions and
interpretations that generate anger), the body (teaching relaxation and cooling of
techniques to help the person calm down), and behavior (teaching new habits
and skills).
Novaco believes that the first step in anger management is for the
individual to become an expert on his or her anger. The best way to track what
makes a person angry is to develop a tracking system.’® Novaco had his clients
’“R. W. Novaco. (1975). Anger Control: The Development and Evaluation of An Experimental
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to keep an anger record, a diary that keeps track of what triggers the anger; the
frequency of anger; the intensity of the anger; the duration of the anger (five
minutes? three days?); and the mode of expression (what did you do?).
Significance/Puroose of the Study
Anger is a frequent and neglected experience that deserves more
attention. It is defined as a negative phenomenological feeling state associated
with specific cognitive distortions, physiological changes, and subjective labeling.
The display of anger is socially constructed by cultures and subcultures, and is
maintained by reinforcement. It varies in frequency, intensity, and duration.
People express their anger experiences differently, and thus no single behavior
pattern is characteristic of anger. Anger can be seen in infants, and as people
develop they learn and refine the rules for its display. It is related to aggression,
which has its own set of rules. Anger can be studied from the psychometric,
developmental, behavior analytic, cultural, sociological, or constructivist
traditions.
The United States has the highest homicide rate of any western
industrialized country, and homicide is the second leading cause of death among
15 to 24 year old.” Forty percent of all women murdered in the United States
die at the hand of their husbands, and at least 2 million women are battered by
Treatment. Lexington, MA: D.C. Health.
”A. Norello, S.Shosky, & R. Froehike. (1992). From the Surgeon General, U.S. Public Health
Service: A Medical Response to Violence. Journal of the American Medical Association, 267, 3007.
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their husbands or intimate acquaintances each year.’^ The number one cause of
death of Americans is coronary heart disease (CHD) is related to anger. The
conclusion among most researchers in the field is that individuals with high levels
of anger and hostility are at high risk for CHD.’^ Smith suggests that intense and
chronic anger not only submits the body to high degree of sustained automatic
arousal, but it also perpetuates chronic disruptive environmental stressors, which
lead to repeated anger arousal.
Children and adolescents must learn how to deal with their anger
appropriately in order to survive in a difficult society.
The purpose of the study is to examine the effectiveness of relaxation
techniques on an African American adolescent female who is experience poor
anger management skills.
'*M.A. Straus, & R.J. Gelles. (1986). Societal Change and Change in Family Violence from 1975 to
1985 as Revealed by Two National Surveys. Journal of Marriage and Family, 48,465-479.
'^E. C. Suarez, & R.B. Williams. (1989) Situational Determinants of Cardiovascular and Emotional
Reactivity in High and Low Hostile Men. Psychosomatic Medicine, 51,404-418.
CHAPTER TWO
REVIEW OF LITERATURE
Spielberger studies of "anger-in" and "anger-out" based on his State/Trait
Anger Expression Inventory. Whcih has been given to thousands of people of all
ages - males have higher scores than females on anger - in (pouting and
sulking, harboring grudges, feeling secretly critical of others, keeping things in,
feeling "angrier that I'm willing to admit"). Speilberger has found no sex
differences on anger-out (that is, the readiness to express anger, strike out,
make sarcastic remarks, and so on).’
Even among people for whom anger is a trait (a characteristic aspect of
personality) rather than an occasional, temporary state, women are as likely to
be found as men. Deffenbachas developed a successful therapy for people with
problematic chronic anger - and that includes as many women as men.
Defenbacher treats men and women who "describe themselves as having a
significant personal problem with anger and desire help for it." Males and
females are angered by the same types of situations, Deffenbacher reports, and
to the same degree, and they respond to treatment the same way.^
'C.D. Spielberger. (1988). manual for the State-Trait Anger Expression Inventory (STAXT).
Odessa, FL: Psychological Assessment Resources.
*J.L. Deffenbacher. (1988a). Cognitive Relaxation Treatment of Agner.
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According to Fitz, men and women are equally likely to keep quiet when
they feel angry, or talk it out, or scream it out, or even get violent; which course
they follow depends on what is making them angry and where they are when
they get angry.^
It is very important to treat unhealthy acts of anger. Many techniques are
available to help clients reduce physiological arousal. They include but are not
limited to: progressive muscle relaxation, guided imagery, autogenic training,
biofeedbacks, and various forms of mediation. Jacobson's has modified the
most widely used procedure of tensing and relaxing a series of muscle groups.
His original procedure indicated that relaxation can be produced within 25-30
minutes, either by a therapist or by having the client listen to an audiotape. In
order to further strengthen its effectiveness the client can practice relaxation
techniques at home.^
Relaxation interventions have been used extensively during the past 25
years for reducing anxiety, treating symptoms associated with specific health
problems, and promoting increased well-being. Several factors have contributed
to the increased use of relaxation interventions. In the 1960's investigators
discovered that functions under the control of the autonomic nervous system
®Dan Fitz. (1979a). "Anger Expression of Woimen and Men in Five Natural Locations." Paper
presented to the American Psychological Association, New York.
*E. Jacobson. (1938). Progressive Relaxation. Chicago: University of Chicago Press.
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such as heart rate, blood pressure, and breathing could be altered by intentional
actions or thoughts.
Recently the Minneapolis Star Tribune published an article about stress in
children. The reporter interviewed children and young people from rural and
urban Minnesota between the ages of 7 and 16. Most of those interviewed
agreed that stress is a way of life and that people need to learn how to cope or
they will not survive. The children identified stressors in their lives: work at
school, many extra curricular activities, part-time jobs, and pressure from their
parents to do well at all of these things. Several had less common but even
more stressful events in their lives. The experience of living in a series of foster
homes, being a mother at 16 or father at 15, having a chronic illness like
Tourette syndrome, getting allergy shots, or moving back and forth between two
families when their parents are divorced were a few examples. Most believed
life would be dull without stress, but they also believed that they needed ways to
cope with it. They mentioned daydreaming, listening to music, going to the
beach, or just finding a place to be quiet as some of the things they do in order to
relax.®
There are five types of relaxation therapies. In order to understand the
different types definitions will be provided.
Snow. (1988). Young People Say They Consider their lives to be Stressful. Star Tribune,
Minneapollis, MN: Jan. 5,1988.
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Autogenic therapy is a method of autosuggestion for achieving mental
and physiological equilibrium.® The individual is provided with a series of
phrases to repeat; the phrases serves to suggest to the person that certain
physiological sensations are occurring.
Biofeedback, electronic equipment is used to assist the person to gain
control over involuntary or unfelt physiological events. Functions such as heart
rate, temperature, or muscle contraction are controlled by manipulating the data
on the monitor.^
Imagery is the formation of a mental representation of an object that is
usually only perceived through the senses. A person can use imagery to
understand and control patterns of thinking, to gain access to emotion and
experience it more deeply, and to assist in controlling autonomic nervous system
functions.®
In meditation, stimulus input is limited by directing the person's attention to
a single unchanging or repetitive stimulus.® This stimulus may be a word,
mantra, or sound.
®W. Luthe. (1969). Autogenic Therapy (6 vols.). New York; Qrune & Stratton.
Tisher-Williams, M. Nigal, A.J. & D.L. Savine. (1981). A Textbook of Biological Biofeedback, New
York: Human Services Press.
*K.M. Sodergoren. (1985). Guided Imagery. Independent Nursing Interventiosn (pp. 103-124).
New York; Wiley.
“P.Carrington. (1984). Modem Forms of Meditation in R.L. Woolfork & P.M. Lethrer (Eds.),
Principles and Practice of Stress Management (pp. 108-141). New York: Guilford Press.
Progressive muscle relaxation is the tensing and relaxing of successive
muscle groups to achieve overall relaxation. The person's attention is focused
on discriminating between t he feeling experienced when the muscles are tensed
and when they are relaxed.’”
Overview Of Theoretical Framework
To fully understand different perspectives on the cause and treatment of
anger, several theories will be discussed. Lange & James theory of emotions
runs contrary to the everyday notion that feelings such as anger come before
bodily reactions. James and Lange said that the body has specific physiological
responses to aversive stimuli, and that feelings are actually perceptions of the
body's reaction. From their perspective, when parents notice that their young
children is putting soft creamy fudge bars into the new and expensive VCR, they
have a specific physiological reaction, (such as a increased heart rate, an
increase in perspiration, tightness in the stomach, changes in the facial
musculature), and then they feel angry. The angry feeling follows the specific
bodily reaction.”
Cannon and Bard saw chain of events as wrong because it did not seem
likely that the body had physiological reactions specific to each emotion. They
’“Jacobson. E. (1938). Progressive relaxation. Chicago: University of Chicago Press.
”C.G. Lange, & W. James. (1992). The Emotions. Baltimore, MD: Williams and Wilkins.
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proposed that the physiological arousal of the body is general in nature, and that
this general arousal and the feeling occur simultaneously.’^
In Schacter and Singer's two-factor theory, and various scientific and
clinical appraisal theories, anger has been hypothesized to come from people’s
interpretations of an event. Appraisal-based theories have clear treatment
implications of anger deduction.’^
Zajonc focused on animal and brain physiology, he noted that some
emotional reactions involved no thinking process. On the other hand Lazarus
(1984) strongly disagreed, he recognized that people process vast amounts of
environmental and bodily stimuli, and that some emotional responses occur
without cognitive activity.’^
The cognitive model of personality disorder is based upon the emotional
and behavior patterns associated with the disorder. Cognition is the act of
knowing, and cognitive psychology is the study of all human activities related to
knowledge. These activities include attention, creativity, memory, perception,
problem solving, thinking, and the use of language. Cognitive theory focuses on
three levels of cognitive phenomena, they are automatic thoughts, cognitive
distortions, and underlying assumptions.
'=W.B. Cannon. (1929). Bodily Changes in Pain, Hunger, Fear, and Rage. New York:
Branford.
’®S. Schachter, & J.E. Singer. (1962). Cognitive, Social and Physiological Determinants of
Emotional State. Psychological Review, 69,379-399.
’^R.B. Zajonc. (1984). On The Primacy of Affect. American Psychologist, 39,117-123.
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Psychologist, Jean Piaget, completed the study of cognition. He
concentrated on changes that occurred in the child's mode of thought. Piaget
distinguished four stages in the development of cognition or intelligence: 1)
Sensor Motor State (Birth to 2 years); 2) Preoperational Stage (2 to 7 years); 3)
Stage of Concrete Operation (7 to 11 years); and 4) Stage of Formal Operations.
In the stage of Formal Operations the child's thought remained fixed upon the
visible evidence and concrete properties of objects and events.’® Elkind stated
the adolescent can engage in hypothetical reasoning based on logic.’®
The authors Young and Pretzer suggest that cognitive therapy is usually
ineffective with borderline patients. Some problems associated with using
cognitive therapy is patients have difficulty in maintaining collaborative patient -
therapist relationship, problems maintaining a consistent, focused strategic
approach; power struggles, particularly as it relates to agenda setting.
Definition Of Terms
1. Relaxation - A neutral state, or the mental and physical freedom from
tension or stress.
2. Anger - A negative, phenomenological (or internal) feeling state
associated with specific cognitive and perceptual distortions and deficiencies
(e.g., mis-appraisal, errors, and attributions of blame, injustice, preventability.
'*R. Lazarus. (1984). On The Primacy of Cognition. American Psychologist, 39,124-129.
’®D. Elkind. (1979). Growing Up Faster. Psychology Today, 12 (February), pp. 38-45.
and or intentionality), subjective to labeling, physiological changes, and action
tendencies to engage in socially constructed.
3. Aggression - A motor behavior with the goal of contact (e.g., hitting,




The study was conducted at a residential treatment center in Cedartown,
Georgia, The center provides residential services for boys and girls, between
the ages of five and seventeen at the time of admission; who have severe
emotional and/or behavioral problems and a demonstrated need fo residential
treatment services. The services are available to all children regardless of sex,
race, color, creed, national origin, or handicapping conditions.
The goal of the agency is to individualize services such that the physical,
social heritage, emotional, mental, and spiritual need of each child can be
developed so that the chidi and family can be reunited, if possible, or a plan for
alternate care be developed or recommended for the continuing growth and
development of the child and/or the family.
The mission of the agency is to provide clinical, educational, spiritual, and
rehabilitative services enabling children, youth, families and adults whom they
serve to live productive and wholesome lives.
Services provided include a complete assessment work-up, individual and
group psychotherapy, milieu therapy, family therapy, art therapy, sexual abuse
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groups, music therapy, recreation therapy, and special education services. I
propose to use relaxation techniques as an adjunct intervention to increase the
clients anger management skills.
The identified client is a 15 year old African American adolescent female.
Due to confidentiality, the client will be referred to as Ms. X.
Background of Case
Ms. X resides in a co-ed cottage with twelve other residents. She
presented to the residential treatment program with a history of oppositional
behavior, poor impulse control, anger management difficulties, and below
average cognitive functioning.
Ms. X spent the first six years of her life in the care of her mother, who is
diagnosed as mentally retarded, her step-father, maternal grandmother and aunt
and uncle. According to the records, there was alcohol abuse and violence in
the home. Her biological father is disabled.
When Ms. X was six years old, her mother's parental rights were
terminated by the courts because she was unable to provide appropriate
supervision. Since that time Ms. X has been in six different foster homes in the
state of Georgia. None of the placements were successful; foster families
complained of Ms. X's refusal to follow directions and her aggressive outbursts,
ms. X remains in the custody of Troup County Department of Family Services.
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her mother resides in a persona! care home in Troup County. No further
information is known.
Exposure to a chaotic family life during early childhood together with
multiple failed foster home placements significantly impacted Ms. X's
development.
According to the record, there are no significant adults or any known
responsible relatives. The maternal grandmother who cared for Ms. X prior to
Department of Family and Children Services custody is now deceased.
Ms. X was born on April 20,1980. Her physical history is unremarkable
except for poor eyesight and possible allergies. These problems have been
addressed by corrective lenses and sinus medication, as per psychological
reports, Ms. X is diagnosed with mild mental retardation. Her IQ scores
presented significantly below average score.
Ms. X is currently in the eighth grade. She attends a special education
program in Polk County. She failed the first grade and had to repeat it
successfully before she could advance academically. School reports describe
disruptive and aggressive behaviors. On several occasions during the '94-'95
school year, she was dismissed from school for angry outbursts and walking out
of class.
In 1993, Ms. X threatened a peer with a twelve inch knife and was
charged with aggravated assault. Upon stating to the police that she fully
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intended to stab the other child, she was admitted to the Youth Detention Center.
She was removed from previous foster home placements due to uncontrollable
and aggressive behaviors, including screaming, kicking, fighting, biting, drawing
knives, threatening bodily harm, and disregarding authority directions. She often
became angry with others in the home and would constantly run away.
Past placements or psychiatric treatment are as follows:
Date Placement Reason for Termination
7-21-86-3-3-92 Foster Home Foster parent died
3-3-92 -12-18-92 Foster Home Behavioral
12-18-92-5-17-92 Foster Home Behavioral
5-17-93-7-19-93 Foster Home Behavioral
11-19-93-12-21-93 RYDC Placement
12-21-93-1-26-94 Foster Home Behavioral
1-26-94-2-6-94 Relative Behavioral
2-6-94-3-12-94 Emergency Facility Placement
3-12-94-3-31-94 Creative Placement Behavioral
Diagnostic Formulation:
A. Assets and Strengths:
Ms. X very much wants the care and attention of adult figures
whom she can trust. She also longs for a solid structured living
arrangement.
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B. Needs, Weaknesses, and Problem Areas:
Poor impulse control, poor anger management, poor respect for
authority and social rules, conflictual relationships with peers as a
result of inappropriate anger expression.
C. Therapist's Impressions and Assessment of Problems:
It appears that the effects of cognitively impaired parents and
multiple foster home placements have been devesting on Ms. X.
She maintains difficulties with understanding appropriate behaviors
and this is a further cause of frustration. She is a lonely young lady
who is extremely angry. She is unable to trust anyone, and this
leads her to be hypen/igelent in reference to others motives when
trying to help her.
D. Diagnostic Impressions:
Axis I: 300.40 Dysthymia
313.01 Oppositional Defiant Disorder
Axis II: 317.00 Mild Mental Retardation
Axis III: Deferred
Axis IV: Acute: 4 Severe: Past arrest recent placements
Enduring: 4 Severe; Multiplacements
Axis V: Current GAP: 35-40
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Highest GAF: In Last Year: 35-40
Treatment Hypothesis
It was hypothesized that relaxation techniques would decrease the level of
physical aggression and increase anger management skills.
Instrument
Upon reviewing the measurements from McKinnon and Yudofsky
Principles of the Psychiatric Evaluation, the Overt Aggression Scale (OAS) was
employed.” The scale is designed to measure the degree of aggressive
behaviors in children and adult. It was used to measure aggressive behaviors in
a single client over a prolonged period of time. Ratings were documented by
checking off the appropriate items on the scale by the cottage parent of the
aggressive events. The objective was to measure the number of physical
aggression episodes towards others before and after relaxation techniques were
administered.
A second instrument used in this study was the Agency's Daily Monitoring
Sheet (DMS) to track the amount of physical monitor the number of incidents of
physical aggression in a 24 hour period. The 24 hours were broken into 3 shifts.
They were as follows; 11 p-8a, 8a-4p, and 4p-11 p. The behavior was monitored
Monday thru Sunday. The total occurrence for the week was turned into
’
’Roger A. MacKinnon, & Stuart C. Yudofsky. Principles of the Psychiatric Evaluation, Philadelphia:
J.B. Lippincott Company, 1991,239.
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therapist. After 4 consecutive weeks the therapist and the treatment team
reviewed progress.
The last instrument used was a Behavior Treatment Log (BTL). This log
consisted of two areas: Physical Aggression and Responsibility. For the purpose
of this study. I am only interested in the area of physical aggression. Ms. X was
responsible for carrying her log around every where she went. The cottage staff,
therapist, recreation staff, and school teachers were responsible for rating her
behavior. This log is designed to cover a 24 hour period.
Research Design
The research design used in this study is an A B design. Its one type of
the single system design that involves continuing observations of one client
before, during, and after some intervention. Bloom, Fisher, and Orme states that
the phrase single system design refers to a set of empirical procedures used to
observe changes in an identified target (a specified problem or objective of the
client) that is measured repeatedly over time.“
The A-B design has two phases. The "A" presents the baseline phase.
This phase is a collection of information on the target problem prior to the
administration of an intervention. The "B" presents the treatment/intervention
phase. The treatment data is collected on the target problem after the
intervention is administered.
^ ^Martin Bloom, Joel Fishcer, & John Orme. (1995) Evaluating Practice: Guidelines for the
Accountable Professional, needham Heights, MA: Allyn and Bacon, 7.
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Concurrent or prospective baseline data will be used throughout this
study. Data will be collected over a period of six weeks. The baseline data will
be observed for two weeks and the intervention/treatment data will be collected
for four weeks. The purpose for tracking Ms. X’s behavior for this length of time
was to determine if the intervention affected her anger management skills.
Intervention Strategy
It is the policy of the agency to do an initial treatment plan on each client,
ms. X and I met in my office to discuss the admission process as it would relate
to her treatment, i explained to her that we would need to monitor her behavior
and progress over the next two weeks. After that we would have a treatment
review meeting to discuss and develop long term goals, which would become a
part of her Master Treatment Plan. The identified problem in this study is anger
management and the intervention is relaxation techniques.
Ms. X has difficulty with anger management as evidenced by explosive
aggressive outbursts, yelling at staff and peers, and throwing objects at others.
Her long-term goal is to learn appropriate ways to express anger impulses.
Ms. X's short-term goals were established as follows:
1. Ms. X will demonstrate an increase in anger management as
evidenced by discussing angry feelings with therapist versus aggressive
acting-out behaviors for 4 consecutive weeks as reported by cottage staff
and therapist.
23
2. Ms. X will demonstrate an increase in anger management as
evidenced by 0 incidents of physical aggression for 4 consecutive weeks
as reported by cottage staff and therapist.
Individual Therapy Session One
Ms. X and I met in my office for individual therapy. She seemed to be in
an angry, and argumentative mood at the onset, and this continued to increase
throughout the session. She immediately told me that she had hit the cottage
leader the previous night, and informed me that she would do it again. I
attempted to explore what had happened between her and the cottage leader.
Ms. X refused to accept any responsibility for her behavior, and insisted that
hitting was the way she handles things and that she would do it again. Several
times Ms. X talked about herself by saying, "I act the way I do because I'm
stupid, and because I'm mental, I can't help the way I am!" She said these
things in an angry tone with an angry affect. She then began focusing on how
unfair I was to her and how much more I do for my other clients.
When Ms. X continued to escalate in her anger and verbal aggression
toward me I told her that we would end therapy if she continued to threaten and
yell at me. She momentarily calmed down, but then began yelling that she hated
me, and didn't want to have therapy with me again. At this point I told her that I
would walk her back to her activity. As we walked back, she intentionally walked
away from me, and in a different direction from the activity. I ignored this, and
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she then walked to the area outside her activity. As I started to leave , she ran
up to me and slapped me, hitting my hands. She then sat down for a few
seconds, but when a staff member began talking to me, she again ran up to me
and hit me several times on the arm with her fist. The staff pulled her away, and
escorted her to time out. I left the area.
Individual Therapy Session Two
I met with Ms. X in individual therapy. She was very oppositional, and
angry, as evidenced by raising her voice, pounding on the table, and by her
affect, which appeared to be angry. She was very demanding, and throughout
the session insisted that I didn’t do anything for her or give her what she wants.
When I asked her to give me examples of these instances, so that I could try to
understand what she wants or needs, she became more oppositional and angry,
and refused to discuss it. She continually insisted that she could and would, do
whatever she wanted, and no one could stop her, including me. She admitted
that she was "mad", ut refused to tell me why she was feeling this way. She
became increasingly argumentative as the session progressed. I attempted to
address the one incident of physical aggression toward a cottage staff this week,
but due to her level of anger and her inability to follow directions, I ended the
session. She stated, she hated me, and didn't want me as her therapist
anymore.
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Assessment: Ms. X continues to have difficulty expressing her feelings.
She often sets herself up to lose her level through her angry outburst, which
often include verbal or physical aggression. Her insight into her behavior is
minimal, and she has extreme difficulty identifying or discussing any feelings.
Plan of care: Introduce Ms. X to relaxation techniques to help her
increase her anger management skills.
Individual Therapy Sessions Three
I met with Ms. X today for individual therapy in the recreation room. Her
mood was good and she was playful and cooperative. We discussed positive
ways to deal with anger. I asked her to participate by giving me some examples
of things she could do to calm herself down. She stated going to her room and
going to sleep. Ms. X enjoys sleeping during her spare time. I praised her for
her answer. I told her that we were going to have her start listening to a
relaxation tape (music) to help her cope with her angry outburst. I explained that
she should let the tape calm her mind and body down to a point where she
would be in control of her actions. Ms. X will listen to this tape for two 30-minute
segments per day, once in the morning and once at night. Her attitude was
positive and she did not make any negative statements about herself.
Assessment: Ms. X’s mood, affect, and attitude were bright and positive
today. She is showing improvement in her ability to accept some responsibility
for her behavior.
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Plan of care: I will continue to focus on relaxation techniques next week
in therapy.
Individual Therapy Session Four
I met with Ms. X for individual therapy in my office. She began our
session by telling me that she has lost her level. When I asked her what she lost
it for she responded that "they said I threatened somebody." We discussed the
situation and I supported Ms. X for handling the level drop without losing
additional levels, ms. X did not make her home visit due to her threatening
behavior. She initially was somewhat negative but as we talked she became
more animated and appeared less angry. She agreed to focus on relaxation
techniques for the remainder of the session. Her affect began to get brighter.
Assessment: Ms. X received a level drop this week but she handled the
disappointment well.
Plan of Care: continue to focus on relaxation techniques.
Individual Therapy Session Five
Ms. X and I met for individual therapy in my office. She reported having a
positive week. She talked about working on her relaxation techniques everyday.
She stated when she feels angry she goes to her room and listens to her music.
She reported that the music takes her mind off of her problems. I asked her to
describe how her body feels when she's angry or physical assaultive. She had
some difficulty expressing herself. "It is like my whole body tightens up when I
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get angry, but since I have been working on relaxing more, I feel lighter. Ms. X
feels a sense of release once she calms down. I encouraged her to continue to
focus on reducing her stress level. We worked on muscle tension while we
listened to her relaxation tape.
Assessment: Ms. X appeared to be excited about the process she has
made.
Plan of Care: Continue to discuss positive ways of handling anger.
Individual Therapy Session Six
Ms. X and I met for individual therapy in the dinning room. She and I
spent a great deal of time discussing her progress. She has done well this past
week, and has made significant improvement in her behavior. We talked about
additional relaxation techniques (i.e., walking, reading, playing the anger
management game). She is excited about the progress she has made so she
can schedule a home visit. It really looks as though she will meet criteria to be
able to go.
Assessment: Ms. X's attitude was more positive today. She has shown
improvement over the past two weeks, and will likely be able to go on her
scheduled home visit.
Plan of care: If I was continuing this study, I would continue focusing on




This chapter is a summary of the data collected on Ms. X during this
study. The results of the study are presented in Measurement 1 and Figures 1
and 2. ms. X participated in six individual therapy sessions for six weeks.
Baseline and intervention measures were collected on the number of physical
aggression outbursts towards others and towards objects.
Measurement 1 is the Pre-test and a Post-test on the degree of
aggression with a focus on physical aggression towards others and towards
objects. This test has not been tested for validity and reliability. The cottage
staff administered the Overt Aggression Scale (OAS), see Appendix A, to Ms. X
on the first day of the baseline phase and also on the last day of the intervention
phase. The OAS results showed a significant decrease in the number of
physical aggression episodes after relaxation techniques were used.
Figure 1 presents the recording of physical aggression episodes on the
Daily Monitoring Sheet (DMS), see Appendix B, during the baseline and
intervention phases. The baseline phase had a high level of physical aggression
compared to the treatment phase. The level of physical aggression decreased
to 0 incidents after relaxation techniques were employed.
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Figure 2 presents a decrease in the number of physical aggression
episodes recorded on Ms. X Behavioral Treatment Log (BTL), see Appendix C.
her overall mean score for week 1 was 186 out of a possible 357 points.
Following the introduction of relaxation techniques, Ms. X reached the highest
possible score during week 6 as shown on Figure 2.
Physical aggression episodes were documented for six consecutive
weeks in order to compare the baseline to the intervention phase. I am very
interested to see how long intervention will work, but time will not permit, due to




Week1 Week 2 Week 3 Week 4 Week 5 Week 6
Figufe 1: Total Number of Episodes Erdiliied ii a week by Ms. X
PhysicalAggression Toward Others






In this study, the relaxation techniques that were introduced during the
weekly individual therapy sessions were found to produce an increase in Ms. X's
level of anger management skills and a decrease in her level of physical
aggression episodes.
The research findings support the hypothesis that people who practice
relaxation techniques will have a better chance of increasing their anger
management skills.
The data from this study provides significant support about the
effectiveness of relaxation techniques taught in individual therapy sessions, Ms.
X increased her level of anger management skills. Her physical aggression
towards others and objects decreased significantly. Her cottage staff were able
to see the level of her success throughout the six weeks of the study.
The researcher has concluded from this research study that the
instruments used in the study were appropriate and effective for assessing and
treating Ms. X's poor anger management skills.
32
33
Limitations Of The Study
There were several limitations to this study. In reviewing the literature, I
found very little research studies on the treatment of anger. In majority of the
subjects were undergraduate students who volunteered for treatment.
The client used in this study was limited to individual therapy. In a
residential setting, group therapy sessions with other age appropriate females,
may have strengthened her coping skills.
The last limitation to the study was the behavior log. It was an important
bridge between the therapist and the participant. It should have indicated: (1)
What made her mad, (2) The incident itself, (3) How she handled the incident, (4)
A self-appraisal of the degree of anger experienced, and (5) A self-appraisal of
how well she managed the incident.
A more detailed measurement tool would have provided more support for
the increase in Ms. X's anger mangement skills.
CHAPTER SIX
IMPLICATION FOR SOCIAL WORK PRACTICE
In an age of change and transitions, the implementation of modern
technology, the repositioning of jobs, the downsizing of companies, and the
search and quest of quick and easy answers to questions and problems, no
wonder there is so much stress, anger, illness, diseases, and mental
breakdowns of persons of all ages. Specifically and especially our youth. For
they feel as though there is no escape or anyone to talk to about the
situations/problems they are faced with on a daily basis. Therefore, they resort
to physical outbursts of anger in order to be heard. They feel as though these
outbursts are means by which the authority figure will respond to their needs.
As we have seen through the study there is a great need for therapeutic
intervention to help children and youth to release their frustrations and to dump
whatever issues that may result to their uncontrolled anger.
As shown in the study if children are not given outlets to release their




Therefore, it behooves us to establish some productive outlets and
alternatives in order for children and youth to become more relax and in control
of their behavior.
The use of relaxation techniques and alternatives are essential to helping
our children to become a productive and more relaxed generation. This implies
that more research needs to be done on anger management, techniques and
strategies that would be viable in order to help persons control their destructive
behaviors.
It is therefore the opinion of this writer that the following techniques be
used in helping youth to take control of their environment and their lives.
Techniques that are suggested are as follow:
(1) Use of relaxation music to calm the client. Beigin with 10 minutes
and increase as the client becomes familiar with the process.
(2) Have the client to do deep breathing exercises and recite
poems/scriptural versus that calms them or reaffirms them.
(3) Teach them to time themselves out and find a special place where
they can relax, calm down, meditate, and refocus.
(4) Educate the client about anger and what can happen to their health
if it continues.
(5) Develop individual and group therapy sessions to discuss various
approaches to handling anger.
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(6) Have clients role-play how anger can destroy relationships and
then reverse it so they can see alternative approaches to alleviate
anger and how it can enhance relationships.
(7) Teache clients/students how to talk about their feelings/emotions
without feeling guilty. These are just a few alternatives that can be
developed to help young people help themselves control their
environment and enhance their self-esteem.
Since the primary and most important aspect of social service si to help
prevent physical/verbal/mental abuse toward others/property/self, it is imperative
then for the social service agencies to reach these children and youth before it
gets out of hand or reach epidemic proportions. In other words, what I am trying
to say, is that it is necessary for us to begin at the pre-school and elementary
level teaching children how to control their anger, without retaliating against the
authority figure or become destructive and destroy property or themselves.
Relevance Of The Study To The Agency
The study afforded the researcher an opportunity to introduce a new
therapeutic intervention and work with an adolescent who resides in a residential
treatment facility, who exhibits difficulty in handling g her anger. Since the
agency serves children and youth who currently have difficulty in controlling their
emotions and behaviors, it is the writers opinion and suggestion that it would be
beneficial for the agency to incorporate more instruments to measure anger and
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aggression. This (relaxation technique) would help the therapist and client
develop a closer relationship. When both parties are calm, relaxed and remain




OVERT AGGRESSION SCALE (OAS)
Stuart Yudofsky, M.D., Jonathan Silver, M.D.
Wynn Jackson, M.D., and Jean Endicott, Ph.D.
Identifying Data
Name of Patient Name of Rater
Sex of Patient; 1-Male Date / / fmo/da/vr^ ^18-23^
(17) 2-Female Shift: 1-Night 2-Day 3-Evening
No aggressive incident(s) (verbal or physical) against self,
others, or objects during the shift (check here)
(25)
Aggressive Behavior







(28) anger, makes moderate
threats to others or
self
^Makes clear threats
(29) of violence towards
others or self ("I'm
going to kill you.")
or request to help to
control self.
Physical Aggression Against Self
Picks or scratches skin, hits(34)self, pulls hair, (with no or
minor injury only)
Bangs head, hits fist into
(35) objects, throws self onto
floor or into objects, (hurts
self without serious injury)
Small cuts or bruises, minor
(36) burns
^Mutilates self, makes deep
(37) cuts, bites that bleed,
internal injury, fracture,





(30) clothing, makes a mess
Throws objects down,
(31) kicks furniture without









(38) swings at people, grabs at
clothes
Strikes, kicks, pushes, pull
(39) hair, (without injury to
them)
.Attacks others causing mild-
(40) moderate physical injury
(bruises, sprain, welts)
.Attacks others causing
(41) severe injury (broken bones,
deep, lacerations, internal
injury)
**For the purpose of this study. Physical Aggression toward
others and objects will be measured.
MEASUREMENT 1
APPENDIX B





DIRECTIONS: Please indicate the number of times the desired
behavior or the inappropriate behavior occurred on your shift.
Criteria for success is listed. Document, date and sign












TOWARD OBJECTS (RED INK)
OCCURRENCE TOTAL FOR WEEK:
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